HealthAngel

Medical Insurance Claim Form ZURICH'

= (=) =

@ Claim submission @ Claim acknowledgement ® Claim result
e For ;Iaim submission, please complete this claim form and o Receive acknowledgment SMS and / o After submitting all the required
email/post to our company or email in 2 working days documents, claim assessment will
e Email: zurich.medical@hk.zurich.com OR be completed in 14 working days
e Post: Zurich Insurance Company Ltd, Claims Department, with the acknowledgement sent
26/F, One Island East, 18 Westlands Road, Island East, by email/ SMS/ mail

Hong Kong

Remarks:
1. Any claim submission must be made within 30 days from the date of incident
2. For inquiry, please contact us through the following:

HealthAngel enquiry:

e Tel: 2903 9382

e Fax: 2802 6633

e Email: zurich.medical@hk.zurich.com

Please download "Zurich HK" mobile app to enjoy a
straight-through claim service for the following:
e Hospital cash benefit

Claim Type

(Please M the box) D New claim D Existing claim / submit supporting document(s), please provide the claim no.
(Do not need to fill in “Personal details” if there is no update of relevant information)

Personal Details (*Mandatory fields)

*Policy no. *Insured name
*Insured HKID / Passport no. *Insured date of birth (DD/MM/YY)
*Insured sex Insured occupation *Contact person

(If the same as insured person, please ignore this field)

*Contact person / Insured mobile no. *Contact person / Insured email address
(Our company will send you the claim acknowledgement and direct credit claim settlement by SMS and / or email)

*Contact person / Insured postal address

Our company may contact you by email to obtain additional information to process your claim, if necessary. If you would like to change the communication
channel to mail, please M the box: |:| By mail (If you have an insurance intermediary/agent, our company will contact you via insurance intermediary/agent.)

General Information

Are you making any other insurance claim as a result of this incident (including employee compensation, group/company medical scheme)?

DNo DYes, please specify: Name of insurance company Policy no.

Type of coverage (e.g. Medical expenses/Hospital Cash)

If you need to have a certified true copy of medical receipt(s) and/or medical report returned, please M the box. |:|l\/|edica| receipt(s) |:|l\/ledica| report(s)
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Payment Method

EI By direct credit /wire transfer (Only applicable to the listed banks below and for claim amount less than HKD100,000), please provide your bank

details below:

e Account holder’s name (insured person OR the father or mother of the insured under 18 years old)

e Bank (please M) EIHSBC EIStandard Chartered Bank E]Hang Seng Bank EIBank of China (Hong Kong) EIOther bank, please specify
(Remark: If you choose to make a direct credit via “Other bank”, the bank may charge you an additional transfer fee and deduct from the amount

transferred.)

e Bank account no.

EI By cheque (Post to Insured person’s policy address or insurance intermediary; if it is absent, will post to contact person postal address, please fill in.)

Claim items and documentation

Please M the relevant section(s), submit the required documents together with this form to our company. Our company may request for additional

documents.

Claim items

Claim documents checklist

[]  Medical expenses caused by accident
(Please fill in Section 1 (Part )
(If there is any surgery or hospitalization,
please also fill in Sections 2 and 4)

1. Original medical invoice(s) issued by registered medical practitioner / bone-setter / acupuncturists showing
the insured name, diagnosis, consultation date and medical expenses

2. Copy of sick leave certificate issued by registered medical practitioner

3. Original of Attending Physician Statement completed by the attending physician (Section 4 in this form) or
hospital admission / discharge summary if there was any surgery or hospitalization (applicable to Hong Kong

public hospital only)

[]  Personal accident or permanent disability
(Please fill in Section 1 (Part 1)), Sections 2
and 4)

1. Copy of Death Certificate or Presumed death proclaimed by court (disappearance case) (applicable to
accidental death claim only)

2. Copy of certificate issued by registered medical practitioner certifying the severity of injury and percentage of
disablement (applicable to permanent disability claim only)

3. Copy of Police report (if applicable)

4. Copy / certified true copy of the grant of probate / Letters of Administration (applicable to accidental death
claim only)

5. Original of Attending Physician Statement completed by the attending physician (Section 4 in this form) or
hospital admission/ discharge summary if there was any surgery or hospitalization (applicable to Hong Kong

public hospital only)

[]  Surgery/hospitalization medical fees
(Please fill in Section 1 (Part I) or (Part II),
Sections 2 and 4)

1. Original invoice(s) for all related medical fees

2. Copy of Attending Physician / Specialist / Anesthetist / Surgeon / Physical therapist diagnosis and/or
treatment records, medical reports showing the insured name, diagnosis and consultation date

3. Original of Attending Physician Statement completed by the attending physician (Section 4 in this form) or
hospital admission/ discharge summary (applicable to Hong Kong public hospital only)

4. Original invoice(s) showing the insured person's name, date of attendance, diagnosis and/or treatment

record(s) and all medical expenses incurred after conducted surgery or before hospitalization

[]  Hospital cash / Surgical cash
(Please fill in Section 1 (Part I) or (Part I),
Sections 2 and 4)

1. Copy of Attending Physician / Specialist / Anesthetist / Surgeon / Physical therapist diagnosis and/or
treatment records, medical reports showing the insured name, diagnosis and consultation date
2. Copy of Attending Physician Statement completed by the attending physician (Section 4 in this form) or

hospital admission / discharge summary (applicable to Hong Kong public hospital only)
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Section 1 — Details of injury and sickness

(Please M) E|This claim is caused by accident (Please fill in Part I) [ This claim is caused by sickness (Please fill in Part II)

PartI (The details of outpatient /hospitalization caused by accident)

Location of accident Date and time of accident (DD/MM/YY, HH:MM)

Details of accident

Was the above accident reported to the police?[_] No 7 ves, please provide copy of the police statement or police report

Injured part(s)DRight leg I:lLeft IegDRight upper IimeLeft upper IimeJpper bodyDHead Injury diagnosis

Nature of Injury [_JMinor [_JModerate [Jsevere [ ]JDead Medical fee(s) (HKD)

Do you need to attend follow up treatment/consultation?

CINo EIYes, please specify how long will the treatment last / follow up consultation date (DD/MM/YY)

Part II (The details of outpatient /hospitalization caused by sickness)

Symptom(s) before admitted to hospital/consultation Date of symptom(s) first appeared (DD/MM/YY)

Date of first consultation (DD/MM/YY) Diagnosis

Do you need to attend follow up treatment/consultation?

[CINo [ Yes, please specify how long will the treatment last / follow up consultation date (DD/MM/YY)

Medical fee(s) (HKD)

Section 2 (Applicable to hospitalization/surgery claim only)

Name of hospital / medical provider

Date of surgery (DD/MM/YY) Date of admission (DD/MM/YY) Date of discharge (DD/MM/YY)

The name of doctor(s) The address of doctor(s)

The doctor of the first consultation

The doctor recommending admission to hospital

The doctor consulted for the same sickness/accident

During hospitalization period, did you have any home leave period?

CIno EI Yes, please specify the period from (DD/MM/YY) To

Do you need to attend follow up treatment/consultation?

1 No [£] Yes, please specify how long will the treatment last / follow up consultation date (DD/MM/YY)
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Declaration and authorization

1. 1/ We declare that all information and particulars contained above are true and complete to the best of my/our knowledge and belief and they are
made without reservation of any kind.
2. I/ We understand and agree the following issues about the arrangement of my/our personal information collected or held by Zurich Insurance

Company Ltd (“the Company”).

1) The personal information of customers (include policy owners, insured persons, beneficiaries, premium payors, trustees, policy assignees
and claimants) collected or held by the Company may be used by the Company for the following obligatory purposes necessary in providing
services to the customers (otherwise the Company is unable to provide services to customers who fail to provide the required information):

l.  to process, investigate (and assist others to investigate) and determine insurance applications, insurance claims and provide ongoing
insurance services;

Il.  to process requests for payment, and for direct debit authorization;

Il to manage any claim, action and /or proceedings brought against the customers, and to exercise the Company’s rights as more particularly
defined in applicable policy wording, including but not limited to the subrogation right;

IV.  to compile statistics or use for accounting and actuarial purposes;

V. to meet the disclosure requirements of any local or foreign law, regulations, codes or guidelines binding on the Company and /or its group
("Zurich Insurance Group”) and conduct matching procedures where necessary;

VI. to comply with the legitimate requests or orders of the courts of Hong Kong and regulators including but not limited to the Insurance
Authority, Hong Kong Federation of Insurers, auditors, governmental bodies and government-related establishments;

VII.  to collect debts;

VIIIl. to facilitate the Company’s authorized service providers to provide services to the Company and /or the customers for the above purposes;
and

IX.  to enable an actual or proposed assignee of the Company to evaluate the transaction intended to be the subject of the assignment.

2) The Company may provide any personal information of customers to the following parties, within or outside of Hong Kong, for the obligatory
purposes:-

I. companies within the Zurich Insurance Group, or any other company carrying on insurance or reinsurance related business, or an
intermediary;

Il any agent, contractor or third party service provider who provides administrative, telecommunications, computer, payment or other
services to the Zurich Insurance Group in connection with the operation of its business;

ll.  third party service providers including legal advisors, accountants, investigators, loss adjusters, reinsurers, medical and rehabilitation
consultants, surveyors, specialists, repairers, and data processors;

IV. credit reference agencies, and, in the event of default, any debt collection agencies or companies carrying on claim or Investigation services,

V. any person to whom the Zurich Insurance Group is under an obligation to make disclosure under the requirements of any law binding
on the Zurich Insurance Group or any of its associated companies and for the purposes of any regulations, codes or guidelines issued by
governmental, regulatory or other authorities with which the Zurich Insurance Group or any of its associated companies are expected to
comply;

VI. any person pursuant to any order of a court of competent jurisdiction; and

VII. any actual or proposed assignee of the Zurich Insurance Group or transferee of the Zurich Insurance Group’s rights in respect of the policy
owners.

3)  All customers have the right to access to, correct, or change any of their own personal information held by the Company by request in writing to
the Company’s Personal Data Privacy Officer at the address below.

Personal Data Privacy Officer
26/ F, One Island East

18 Westlands Road

Island East

Hong Kong

4)  In accordance with the Personal Data (Privacy) Ordinance (Cap 486), the Company has the right to charge a reasonable fee for processing any
data access request.
5) In the event of any discrepancy or inconsistencies between the English and Chinese versions of this notice, the English version shall prevail.

3. |/ We hereby authorize any physician, medical practitioners, hospitals or clinics by whom or where | / We have been observed or treated to give full
particulars about my/our health to the Company or its agents.

4. 1/ We hereby further authorize any parties, including but not limited to police and government authorities, airlines, travel agents, insurance companies
etc. who are in possession of my/our insurance proposal information, claim information or any related information to release part or all of the
information about the subject or related incidents of injury, loss or damage to the Company or its agents.

5. A photocopy of this authorization shall be considered as effective and valid as the original.

Name of insured person (Name of father or mother of the insured Signature of insured person (Signature of father or mother of the insured
under 18 years old) under 18 years old)
HKID / Passport no. Date of signature

Zurich Insurance Company Ltd (a company incorporated in Switzerland)

Claims Department: 26/F, One Island East, 18 Westlands Road, Island East, Hong Kong
Website: www.zurich.com.hk

HealthAngel enquiry: Tel: +852 2903 9382 Fax: +852 2802 6633
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Section 3 Employer-approved sick leave certificate (to be completed by claimant’s employer)

This certificate is shown as proof of (name of claimant)

being the employee of our company (Position)

who sustained injury due to (reason(s)) happening on (DD/MM/YY)

This caused him/her to have sick leave period from (DD/MM/YY) to (DD/MM/YY)

|/ our company confirm the monthly salary (excluding bonus, commission, overtime allowance and other allowances) is HKD

Name of employer Position of employer

Address of employer

Employer’s signature and date Claimant’s signature and date

(I hereby declare that the above information is true to my fullest
understanding)

Company chop
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Section 4 Attending Physician Statement (This section should be completed by the insured person’s attending
doctor during patient’s hospitalization at the insured person’s cost)

SEkn E2BERS (WHABRRRAEERBEZEZEBEER  MEARHARERARR)

PartI - Treatments Details BF & - BB &R

Full name of patient 55 A #:44 HKID no. & B {55950 /Passport no. SENESEHE: Age fF#E _ SexMEWI__
(a) Treatment period (DD/MM/YY) 2236 HEH (H/H/4E) From To &

(b) Diagnosis of conditions Jp 2B

(0 Investigations, treatment, therapy, surgical procedures done and result during the above mentioned treatment period _E#itz2 AR % #2% ~ 1%

- OBHE  FloTE E R AR

(d) Prior to this consultation, did patient first consult you for the related signs and symptoms? If so, when was the first consultation? f£2&Z k2 HHH
il > WAE GIEERHCE 2 2P a AR _ Lt 2 408k 2 408 » WA Bk 2
D No & EI Yes &2, the first consultation was since (DD/MM/YY) £—ZckE2 HERE (H/HF/4AE)

(e) What sign(s) and symptom(s) was the patient aware of at the first consultation? J5§ AJESE—ZCRE A (18 - B8 2

() Were there any external visible signs of bodily injury were revealed at the first consultation? (& EE I KZH > ZIEIAIA G o] FEHEIME?

(9 Was there any evidence of external bruise, wound or abrasion at the first consultation? (& FEBE K2 » ZGINLRIE A S 1] B2

%~ BOEGEE ?
(h) According to the patient, for how long had such symptom(s) persisted before the first consultation? #5% A Bl > FIbEEIE EZCKRZ2RIHIR S A2

year(s) 4. month(s) F day(s) H

(i) Was the patient referred to you by another doctor for further management? 5 A& &5 F 9 — (i B AL il /P IRIE#E— A 8?

EI No & EI Yes &2, the name of referral doctor is 5% 82 4= k44 2
() Was there any hospitalization for the patient? Ji A 5 & (3% ?

D No 7, the patient does not require to stay at hospital for treatment J A\ R T E (L ieZ a5

D Yes 7, Hospitalization period from (DD/MM/YY) {XFe HHA(H/H4E) B to & (DD/MM/YY) (H/H4F)
(k) Did the patient have any home leave period during hospitalization period? 55 AFE{¥: FHAA & ERINE 2

EI No & EI Yes 75, from (DD/MM/YY) |1 (H/H ) to & (DD/MM/YY) (H/H 4F)

() Please indicate if the medical condition and its subsequent treatment are associated with the followings: (please )?

e AR R BAR R AR B RS ECARE (55 M)?

D Congenital anomalies, infertility or sterilization [C]Dental care, general check up |:| Under the influence of drugs or alcohol
FREREEE - FEREFEINL FERERE - SieE ZEE ST

|:|Rest cure, rehabilitation, convalescence or extended car DSeIf—inﬂicted injuries or suicidal attempt while sane or insane
& ~ (S EACMENAIRELS 2 BB E®RITR

|:| Mental, psychiatric problems |:|Pregnancy conditions or any related complications |:|Cosmetic/ Plastic surgery
OEL - R RS HIES (8 220 VIR Tl

Part Il - Declaration Z&f - ZHA
| declare that all the above information are to the best of my knowledge, is true and complete.

AL EFTA SR S ARE A A PR B PSRyl BT R Se iy - e s fiest -

Name of attending doctor F2 88444 Signature of attending doctor T2 584 %% Signature Date (DD/MM/YY) %58 HEH (H/H/4E)
Chop of hospital / clinic 8&fEakz2 & EN Address of hospital / clinic B&fEelz2F it
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Private & Confidential FA A KRB0
Hypertension / Diabetes / Raised Cholesterol Supplementary Claims Form

= B /iE b m/ & IR E BE RS M AR

This form should be completed by the insured person’s attending doctor during insured person’s hospitalization at the insured person’s cost
IERIBARZRAEERPBZELBEER - MEREHIFRARE

PartI - Only applicable to patient diagnosed with essential hypertension / Type 2 Diabetes Mellitus / raised cholesterol
BED - IR D REANR KA REM S ME/ 5 "B RR/ SREE 2R

(a) Full name of patient ¥ A %%

(b) The patient is diagnosed with (please M) 5 A2 E (55

[ClEssential hypertension [ = mEE (please also fill in Parts (1), (V) 35S L (V) ZB15)
[ Type 2 Diabetes Mellitus 55 —#UfFR 37 (please also fiII in Parts (III) \ ) SHIE %’;ﬁ(lll) , (V) E453)
[C1Dyslipidemia Ifi g5 (please also fill in Parts (V1) , (V) S5ELETES (VI), (V) 35453)

(0) When was the patient first diagnosed with essential hypertension / Type 2 Diabetes Mellitus / raised cholesterol (DD/MM/YY) & A faIiF ¢ @) K2l A I
Sk B 5 AR/ S s E R (H/ /4

(d) What are the medications prescribed? (please provide details including names, dosages and frequency) & 7889 /2118 ? GEIZAtsraTE Rl e fhgE s »
S AIRE)

(e) When was the patient’s first consultation with you? (for either related or unrelated conditions) Jp5 A{a[i% 55— E K827 (GEsmmh AR R SR AR )

(f) PIease provide the name and address of the doctors and/or specialists whom this patient has seen in relation to the related conditions

SHEEAL IR A G KORAYES 4 R/ s S A AR At A

(9 Name of doctor, address of hospital or clinic and date of last consultation by the patient (DD/MM/YY) ¥55 A B3T3k 221 B2 42 4475 ~ B&Ise/22 Fristhiaik Kok
HEA(H/H/4E)

Camth

(h) Please provide any additional information that is relevant B2 (37 B AE R Y EA E

PartII - Only applicable to the patient diagnosed with essential hypertension
ZE - U T B REAR R EHAREESMEZRA

(a) What were the BP levels? (Please attach additional paper if necessary) 5 MERE (AT - FHAMAR)

Date (DD/MM/YY) HHA (H/B/4E) BP [ffi & PR

(b) What is the target therapeutic BP level for the management of essential hypertension for this patient? Gt/ EE HE AN R S8 = i ERFRE T LAY B AZ i R
IKF?

(© Are there other cardiovascular risk factors identified? =458 E (19,0 E i R R 25

|:| Dyslipidaemia [fiifg 5 DDiabetes mellitus ¥R 5 |:|Tobacco use g, fEd
[CJobesity Azt [Jother, please specify HAttr » 355EH

(d) What is the “10 years CVD risk” score for this patient? L5 A" 10 0 MME BoR R " IS5

(e) Is there any complication of essential hypertension identified? If “yes”, please specify 5 & #3R = MEEGFEHE ? 407 » k0
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Private & Confidential FA A K257 {4

Part III - Only applicable to the patient diagnosed with Type 2 Diabetes Mellitus

RED - I8y REARWR2EEE _BRRZAEA

(a) What were the blood glucose and/or HbA1c levels at the time of first consultation? (Please attach a copy of the results) &E—Zk S HIIE /s b
MATE A 7KFE? AT 45514

(b) What were the latest blood glucose and/or HbA1c levels? (Please attach a copy of the results) FT A IIE K /BIE(EIMAT R F7KSE? GEHff F4EREIA)

(0 Are these any other diagnostic tests done? (eg OGTT) If yes, please attach a copy of the results. 757 i 2Bl G0 D R E & ET 38 20 F
T FEERRIA -

(d) What is the target HbA1c level of control set for the management of Type 2 Diabetes Mellitus for this patient? ste Hip A BT — BUERATET TIHY B
T B AL /K

(e) Are there any complications Type 2 Diabetes Mellitus identified? FH7&5E$3H 58 R RF HFEHE 2
Macrovascular (please specify) A Ifi & (55 555H)
Microvascular (please specify) i (55 555H)
Others (please specify) HiAth (3551:0H)

PartIV - Only applicable to the patient diagnosed with Dyslipidemia
TE - UIFEMy REARKZEBMIRRE ZRWA

(a) What was the cholesterol (lipid) level at the time of first consultation? (Please attach a copy of the results) Z5—Zk ME2HF AVIE E FE(HE) 7K 3?2
(GAEMT EsRERIA)

(b) What was the latest cholesterol (lipid) level? (Please attach a copy of the results) it AYRERIBE(MAS) /K GEIT F45REIA)

(0 What is the clinical guideline adopted for the management of Dyslipidemia in this patient? £/ T (H/EEERTE T | 2726134 MAE 2 F AR A 2

[CIncepaTP Il [CINCEPATPIV  [Eother (Please specify) Hift » 355EEH

(d)  Are there other cardiovascular risk factors identified? At % G i, Ui A& 27 Rl g PR 25

[Hypertension =i E& [C]Diabetes Mellitus fE7 7 [ tobacco use m 1z
DObesity HEEE |:|Other, please specify HA - FHzEEH

(e) What is the “10 years CVD risk” score for this patient? [t A" 10 G0 B EbE " A5

Part V — Declaration
TXER - EHR

| declare that all the above information is true and complete to the best of my knowledge and belief.

BN LA B R RIS A PR (S RS b e ax i - o B fiett -

Name of attending doctor Fz28&4: 4% Signature of attending doctor F-32%&4- %% Signature Date (DD/MM/YY) g8 HHA (H/H/4E)
Chop of hospital / clinic B&Eaiz2 T EEN Address of hospital / clinic &REsiz2 it

Zurich Insurance Company Ltd (a company incorporated in Switzerland) B ZRHRIE AR AT (R MBI ZAT)
Claims Department: 26/F, One Island East, 18 Westlands Road, Island East, Hong Kong 32823] : FEEERERE 18 SEBERD L 26 18
HealthAngel enquiry " ==i{# | #3f Tel 85E : +852 2903 9382 Fax fEH : +852 2802 6633 #81t : www.zurich.com.hk
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